To the Editor,

We read with interest the paper by Kaneko et al. \[[@CR1]\] reporting an unusual case of malignant transformation of an ectopic pancreas tissue in the duodenum, presenting with vomiting caused by obstruction. In that particular case, the tumor showed no anatomic connection with the normal pancreas, yet the detection of normal pancreatic tissue adjacent to the tumor mass along to its immunohistochemical profile suggested the diagnosis of ductal adenocarcinoma arising from ectopic pancreas \[[@CR1], [@CR2]\].

The Kaneko et al. article prompted us to report two cases of pancreatic ductal adenocarcinoma which occurred in the colonic splenic flexure of a 74-year-old male (Fig. [1](#Fig1){ref-type="fig"}a--c) and in the sigmoid colon of a 78-year-old female, respectively (Fig. [1](#Fig1){ref-type="fig"}e--g). Clinically, both patients presented with abdominal pain, positive for fecal occult blood test, and general malaise. Colonoscopies showed irregular mucosal thickness respectively of 3.5 and 7 cm in length and erythematous surface. Due to suspected colonic malignancy, both patients underwent biopsy that revealed no evidence of malignancy. Subsequent surgical resection was performed. Gross examination revealed irregular white surfaces. Microscopic evaluation of routinely stained tissue sections features disorderly, sometimes hyperplastic glands with hyperchromatic cells within a desmoplastic stroma. Atypical glands were immunoreactive for CDX2, CK7, and monoclonal CEA but negative for CK20. The overall findings were deemed consistent with ductal adenocarcinoma and suggested cancerized ectopic pancreatic tissue in colonic wall (Fig. [1](#Fig1){ref-type="fig"} d and h). Total-body computed tomography (CT) scan excluded other malignancies. Biomolecular analysis of our cases detected *KRAS* mutation. After a follow up of 3 years, both patients are fine, without recurrence. Fig. 1Case of a 74-year-old male. **a** Well differentiated pancreatic ductal adenocarcinoma near dilated, pancreatic gland in the bowel wall exhibiting architectural and cytologic atypia \[hematoxylin and eosin (H&E) stain; 4×\]. **b** Tumor cells are negative for CDX2 in neoplastic glands, compared to normally immunoreactive colonic mucosa (10×). **c** Complementary CK7 positivity of neoplastic glands and negativity of the non-neoplastic colonic mucosa (10×). **d** Atypical pancreatic glands close to normal pancreatic glands (H&E stain; 4×). Case of a 78-year-old female. **e** Well differentiated pancreatic ductal adenocarcinoma near to the pancreatic gland in the bowel wall (H&E stain; 4×). **f** Immunohistochemistry (IHC) shows negativity for CDX2 in neoplastic glands associated to positivity in the normal colonic mucosa (10×). **g** IHC shows positivity for CK7 in neoplastic glands associated to negativity in the normal colonic mucosa (10×). **h** Dysplastic pancreatic glands (H&E stain; 4×). Scale bars 100 μm

By definition, ectopic pancreas is defined as pancreatic tissues having no anatomic or vascular connection with the orthotopic pancreas \[[@CR3], [@CR4]\]. The diagnosis of ectopic pancreas cancerization is difficult: in fact, the identification of a normal pancreatic component (either glands or acini) within or near the tumor area may not always be possible \[[@CR2], [@CR5]\]. Furthermore, clinical features and case imaging lack specificity. Pathologic examination of tissue specimens remains therefore of critical importance.

Among few cases reported in literature, the most frequent occurrences of ductal adenocarcinoma from ectopic pancreatic tissue included mainly the stomach \[[@CR5]\]. It is rare in the duodenum and jejunum: only 23 cases have been described in literature \[[@CR1], [@CR5], [@CR6]\]. It is even rarer in the mesocolon or rectum wall \[[@CR5]--[@CR7]\]. In all cases, the diagnosis was rendered based on combined CT scan images and microscopic features.

In conclusion, cancerization of ectopic pancreatic parenchyma is a rare event as long as other primary tumors arising within the pancreas, gastro-intestinal, or biliary tract are excluded. However, our cases in the colon make us think that this pathology can be underestimated.
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:   Caudal type homeobox 2
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KRAS

:   Ki-ras2 Kirsten rat sarcoma viral oncogene homolog
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